reported a small series of 15 cases of acute septic arthritis treated in the Wingfield-Morris Orthopaedic Hospital during the past eight years. These cases were all primary blood-borne infection of the joints concerned; cases secondary to osteonayelitis of bone, and local infections from without by penetrating wound or injury were excluded. The chief interest of the series lay in the fact that the majority of these cases were treated by repeated aspiration without operative drainage of the joint. The beneficial effect of aspiration is probably due to two causes. It relieves tension inside the distended
joint capsule with, very often, notable relief of pain, and it withdraws infected, bacterialaden fluid from the joint, allowing secretion of fresh synovial fluid containing phagocytes and antibodies. The initial aspiration therefore was performed as soon as possible after the diagnosis had been made and was repeated during the first week or so as often as was deemed necessary in relation to the general and local condition. A general anaesthetic was usually necessary on each occasion, but intravenous pentothal, or gas and oxygen, was sufficient, and caused little distress or discomfort to the patient.
Immobilization of the affected joint was essential in every case. This was effected in the hip-joint cases by placing the patient on a Jones' abduction frame with traction to the affected limb, the patient being placed on the frame usually while under the anaesthetic given for the initial aspiration. In knee cases a Thomas knee splint with traction provided the best form of immobilization and free access to the joint. Other joints such as the elbow and ankle were best immobilizeZd in plaster with a window for inspection and aspiration.
Splintage was maintained until the patient had been apyrexial for several weeks. It was then either modified or discontinued and the patient left free in bed.
The range of passive movement was then tested at weekly intervals and if increasing the patient would be allowed up on crutches or fitted with a caliper in the hip cases and weight bearing only gradually resumed after a further interval of several months.
Mr. Foley said that he was not in favour of the practice of early movements of these joints during the acute inflammatory stage, and did not believe that prolonged immobilization prejudiced the ultimate return of mobility in the joint. In several of the cases AUG.-ORTII. 1 Proceedings of the Royal Society of Medicine 26 subsequently shown a very full range of movement had returned in spite of immobilization for as long as six or eight weeks.
Since their introduction drugs such as sulphapyridine, sulphathiazole and proseptasine, had been used as an adjunct to the local treatment and were of undoubted value. However, some of the best results in this series had been obtained in cases treated before these drugs were on the market. A lantern slide was then shown of the results in these 15 cases (see table; below) analysed in relation to the type of treatment. In nine cases the infecting organisms were the Staphylococcus aureus and in six cases Streptococcus hxmolyticuts. In discussing the tables Mr. Foley pointed out that the poor results in the staphylococcus group had some explanation in the fact that the three cases resulting in ankylosis which were treated by aspiration and drainage were children whose initial treatment was carried out at other hospitals and in whom there had been a delay in starting treatment, in two cases of three weeks and in one of ten days. The fatal case was that of a boy of 5 who was gravely ill and was one of the early cases treated before the days of modern chemotherapy, and probably the severity of the toxaemia in this case would have produced the fatal result, whatever method of treatment had been adopted. The case of ankylosis treated by repeated aspiration was a disappointing one as this man had had staphylococcal osteomyelitis of the femur ten years previously and might have therefore been expected to have had a,higher resistance to staphylococcal infection. Among the streptococcal group there were fewer cases of complete ankylosis but also a smaller percentage of cases which regained full movement. The X-rays also showed more damage to the joint surfaces in the streptococcal cases than in the staphylococcal. Joints affected: Hip 3; hip + shoulder i; hip + ankle i; elbow i.
STAPHYLOCOCCUS
Cases were then shown with radiographs and temperature charts. These included three staphylococcal joints which had recovered with full movement and two streptoccocal infections whrich had recovered with partial movement.
In conclusion Mr. Foley said that this series was too small for generalizations, but that he was convinced of the value of repeated aspiration and would continue to use it as a first line of treatment. It was a minor and non-shocking procedure, a consideration not without importance in dealing with infection of a major and deep-seated joint like the hip in a very ill and toxic patient. He had shown that it could be followed by a very complete restoration of function. At the same time if repeated aspiration appeared to be failing to control the general or local situation, one should be prepared to consider open drainage.
Although Mr. Foley's report on results of treatment was limited to cases of primary blood-stream infection of joints, he thought the method equally applicable to local infections by penetrating wound or to effusions which sometimes accompanied metaphysial osteomyelitis or preceded the appearance of a small, solitary, epiphysial bone fo'cus. When a primary bone infection, however, frankly invaded the adjacent joint, the surgical drainage of the bone must usually be extended to the joint, and the prospect of recovery with movement was then very remote.
